that this variation may be due to differences in the thickness of the nail-plate and of the affected patches themselves is supported by the bluish-white colour of the new patch on this man's thumb, which contrasts markedly with the chalky colour of the thicker nails.
Di8cu88ion.-Dr. J. T. INGRAM asked what was the mechanism of leuconychia. Dr. THOMSON (in reply) said that this case was certainly one of the earliest in onset to be recorded. The hypothesis of " air " in the nail seemed to have been disproved. Becher had proved that such air spaces could not be found microscopically. On the other hand, large nucleated cells were present. It would seem that there was a hyperactivity of the germinal layer with parakeratosis and that refraction from these large cells caused the whiteness. In this case the thicker nails were more opaque and chalk-like in colour than their fellows. Parakeratosis Variegata.-H. W. BARBER, M.B., and F. F. HELLIER, M.D.
The patient, a middle-aged man, noticed the eruption about nine weeks ago. The onset was apparently sudden, and the extension rapid. He gives a history of having had a rash some years ago, the nature of which is unknown. The present eruption is characteristic of the variety of parapsoriqsis which was labelled by Unna, Santi, and Pollitzer, "parakeratosis variegata." The livedo-like reticular markings are well seen, particularly on the upper arms. The elementary lesions are lichen-like papules, which, for the most part, are closely set or confluent; many have a central depression and appear to be perifollicular. On the parts where the reticulation is marked, the papules, though more evident on the darker reticular areas, are also present in the paler central portions. Here and there, for example on the thighs, are redder papules covered by scales that recall the mica-like appearance of those that characterize parapsoriasis en gouttes.
We are showing the case partly on account of the rarity of this variety of parapsoriasis, and partly in the hope that it may evoke a profitable discussion on the interrelationship of the eruptions which are now included in the group of parapsoriasis (resistant maculopapular scaly erythrodermias of Fox and Macleod).
The following classification is, I think, generally accepted and will serve as a basis for discussion:
(1) Guttate parapsoriasis. Synonyns: Parapsoriasis en gouttes (Brocq); dermatitis psoriasiformis nodularis (Jadassohn); pityriasis lichenoides chronica, (Juliusberg).
The interest of this variety is that, in spite of having been labelled " pityriasis lichenoides chronica" by Juliusberg, we now know that it has an acute onset, like pityriasis rosea, and that, although it may persist for several months, it tends to clear up spontaneously; in some cases, as in a few observed personallv, its course may, like that of pityriasis rosea, be a matter of weeks. Several acute cases were shown by Dr. MacCormac and others, including myself, some years ago. I think we are now agreed that the "pityriasis lichenoides et variolifornis acuta " of Habermann and Mucha is a variety of the same disease. Dr. A. M. H. Gray was the first to show a case of it before the Section, and afterwards it became the fashionable exhibit. Now it seems almost to have died out.
It is clear that both in the varioliform (I prefer varicelliform) and simple forms, the disease must, like pityriasis rosea, be due to a specific infective organism.
(2) Parapsoriasis en plaques.-Brocq's original term for this was erythrodermia pityriasique en plaques diss6min6es, and it is the xanthoerythrodermia perstans of Crocker. On clinical grounds it is difficult to believe that this eruption has any connexion atiologically with the guttate form. It is essentially chronic, and shows little tendency to clear up spontaneously, although occasionally it may do so.
(3) Parapsoriasis variegata. Synonyms: Parapsoriasis lichenoide (Brocq); lichen variegatus (Crocker). This is the rarest of the three. Like the en plaque variety it is extremely chronic and resistant to treatment, but, as in the case shown to-day, the onset may be abrupt.
I am aware that some authors, e.g. Muschter, have claimed that the different varieties of parapsoriasis may co-exist in the same patient, but personally I consider that they are distinct diseases. Certainly the guttate type seems to have little in common with the other two.
Histological report (F. F. H.).-Two sections were taken, one from a scaling lesion on the thigh, and one from a ringed lesion on the back. Their appearances were essentially the same except for the presence of parakeratosis in the former.
Epidermis: In places this is somewhat thinned, and rete pegs flattened. The section from the thigh shows parakeratosis without, however, disappearance of the stratum granulosum. There is no marked cedema of the epidermis.
Dermis: Although in one or two places the papillary vessels are rather dilated, this dilatation is not a marked feature. In places, also, the papille are flattened. The most striking feature is the cellular infiltrate scattered in groups throughout the dermis, and most marked in the middle and deeper layers. It lies in places in relation to the vessels, and also to the sweat-glands. In one place there is a welldefined group lying quite deeply in relation to muscle-fibres. The infiltrate consists of fibroblasts and a moderate number of lymphocytes intimately mixed, and not arranged as in a tuberculous follicle. In several places there are well-formed giant cells resembling those found in tuberculosis.
Discussion.-Dr. F. F. HELLIER said that when he looked at the section he did not expect to find much because, according to most authors, there was usually no specific change in the skin. But here it did show something definite-a marked infiltration of the dermis, chiefly made up of fibroblasts, and there were some definite giant cells. Therefore the arrangement was somewhat tuberculous in nature, and not quite what had been described in previous cases of parakeratosis variegata.
Dr. G. B. DOWLING said that the histological details cast some doubt on the diagnosis of parakeratosis variegata, in which, so he understood, the reticular arrangement was due to the peculiar grouping of the lichenoid papules rather than to vascular reticulation. In the present case the reticulation was purely vascular, and could be removed by momentary compression. The eruption appeared to be uniform in character, and he thought it might possibly be a miliary lichen planus accompanied by cutis marmorata.
Dr. H. SEMON asked whether the condition could possibly be lichen nitidus.
Dr. MUENDE said he thought this case resembled the first of the kind to be shown in this country by Fox and MacLeod. The histological appearances appeared to substantiate the diagnosis.
Dr. BARBER (in reply) said that he did not agree with Dr. Dowling. In this variety of parapsoriasis it was, he thought, agreed that the same passive congestion of the peripheral parts of the arteriolar areas was present exactly as in livedo and erythema ab igne, and that the lichenoid lesions were most evident on the retiform meshwork thus produced. The patient had stated that the cutis marmorata and the eruption had appeared together, so that it was unlikely that the former was an accidental accompaniment of the latter. With regard to the histopathology: Civatte had emphasized the tuberculoid structure, and had compared the appearances to those of lichen scrofulosorum.
In reply to Dr. Semon: The papules were for the most part much larger than those of lichen nitidus, and had not the peculiar glistening appearance characteristic of this eruption.
